






































岡 英明＊ 溝渕 剛士 上村 太朗
江里口雅裕 菅原 宏治 島袋 林春＊＊
山岡 輝年 大城 由美＊＊＊ 原田 篤実＊
Key words : Buerger’s disease，intestinal perforation，infrarenal aortic occlusion，atrial fibrillation


























































Fig. 2 腹部大動脈 CTA．腎動脈直下で
腹部大動脈が完全閉塞している．
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Buerger’s disease with intestinal perforation
Hideaki OKA*, Takeshi MIZOBUCHI, Taro KAMIMURA,
Masahiro ERIGUCHI, Koji SUGAWARA, Rinshun SHIMABUKURO**
Terutoshi YAMAOKA, Yumi OSHIRO*** and Atsumi HARADA*
*Kidney Center, Matsuyama Red Cross Hospital
**Department of Surgery, Matsuyama Red Cross Hospital
***Department of Pathology, Matsuyama Red Cross Hospital
A６８-year-old man was admitted to our hospital due to acute abdominal pain and low back
pain. He had a history of chronic atrial fibrillation and had a bilateral leg amputation because of
Buerger’s disease（BD）, which was diagnosed by prolonged heavy smoking and computed
tomography angiography（CTA）. On admission, contrast CT and CTA revealed a left renal
infarction and a total occlusion of infrarenal aorta, celiac artery（CA）and superior mesenteric
artery（SMA）. Fortunately, collateral blood flow was enough for preventing intestinal necrosis.
Abdominal pain and acute kidney injury improved after the antithrombotic therapy and two
weeks fasting. However, resuming oral intake caused abdominal angina and diarrhea. His
condition sharply deteriorated and he later died. Abdominal CT, three hours before death,
showed intra- and retroperitoneal free air, portal venous gas and pneumatosis cystoides
intestinalis.
An autopsy study revealed that the cause of death was panperitonitis from multiple
perforations in the small intestine. There were ischemic changes in all digestive tracts. The
infrarenal aorta was blocked by fresh clots without organization. In contrast, CA and SMA were
occluded by organized clots. Little atherosclerosis and inflammatory cellular exudate was present
in aorta and its branches. These findings are consistent with BD, not arteriosclerosis nor aortitis.
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